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V 000 INITIAL COMMENTS V 000

 This visit was a End Stage Renal Disease 

Facility federal recertification survey

Survey Dates:  January 11-12, 2012

Facility Number: 011693

Provider Number: 152631

Surveyor:  Kelly Ennis, BSN, RN, Public Health 

Nurse Surveyor

Facility Census

In-center Hemodialysis: 40

Home Hemodialysis:             0

Peritoneal Dialysis: 0

Total: 40

Fresenius Medical Care Hobart was found to be 

in compliance with the Conditions for Coverage 

for End Stage Renal Disease Facilities 42 CFR 

Part 494.

Quality Review: Joyce Elder, MSN, BSN, RN

January 13, 2012
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